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ee a best possible inputs in the nation building activities. In 


efficiency, management, strengths and weaknesses of the health © 


them. I feel pleasure, as we are in a position to present first 


COMMUNITY HEALTH CELL 
a — ~ ‘are = 560°" cere 
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mt f NGOs in development activities ix -eing recognized in 
2S. ome of these NGOs are working for years and some are 
o1 y new, All these NGOs are working in so many different fields — 

acterized by their uniqueness. Top of all, they are trying to 


Ne ords ; With-in a great heterogeneity they are homogeneous when the 
nation is concerned. 


Glorious success of these NGOs are mostly in different specific areas of 
their activities, which we feel are yet to be documented properly. Asa 
result we had little opportunity to know each other in depth. Because, — 

those who we are involved in the development activities of this dynamic — 
era, would be benefited if we could look into’ those successes with an 
analytic approach. More particularly, we believe if we can present what | 
we do in our, individual agencies to our friends, government officials — 
and international agencies, we can find better ways for better 


collaboration and improvement. At the same time we wish our good job 
would be recognized. a 


VHSS @s an apex body of NGOs who are involved in health programmes, wi 
primary focus on development of health, have published a directory 
(compendium) at the beginning of this year. This volume, almost 500 
pages of details firsthand information about health programmes 
throughout the country. To go into further details and at a deeper level 
we initiated this documentation process so as to give readers a 
overview of the programme particles, mode of integration, impacts, 
programmes. 


Through a participatory discussion of the NGO professionals decision was 
made to publish a series of documents selecting few NGOs for each ° ae 


production of the process. I apprehend some flaws and errors are stile 
there. Any initiative has its pros and cons, it has too. I do not want 
to nag at it since it is the beginning. I believe lessons of the first 
one would help the next to make that better, and it will continue to be _ 
precise and perfect. I appreciate the successful accomplishment of the — 
first task of the process that we initiated with a huge expectation and 
raw sincerity. I do hope it will continue to thrive in the days to come. 


I appreciate Mr. Farid Uddin for compiling the document on behalf of the 
Research, Evaluation afid Documentation Section of VHSS. I appreciate all 
my colleagues in VHSS and in other organizations who gave their time and 
efforts in carrying out this task. 


Dhaka 
Director December 1990. 
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INTRODUCTION 


Over last two decades in the national development endeavours the Health 
and Family Planning (H&FP) activities have been drawing progressively 
more attention and budgetary aliocation both in the GOB and NGO Sectors. 


Besides a huge programme of GOB, a large number of NGOs are also working 
with various missions and visions in different parts of the country. 
Many of them have been working hard and ingathered valuable experiences; 
mostly in isolation however. This isolation is leading the programmes 
toward duplications and lacking of current awareness. 


VHSS believes that mutual sharing of these experiences could make an 
effective breakthrough in streamlining the programmes, sorting out the 
best interventions and boasting up cost-effectivity of the programmes. 
Also that sharing might help in deducting some useful recommendations 


which might help in turn GOB, Donors and implementing agencies in 
setting their priorities. 


Keeping the above view as one of the main objectives, VHSS had initiated 
its Research Evaluation and Documentation Section (REDS). As the first 
venture of REDS, at the beginning of the year VHSS has brought out a 
compendium of NGOs working in Health and Family Planning. In the 
mentioned NGO compendium we have tried to compile a wide range of 
information regarding Health and Family Planning related activities of 


the NGOs active in Bangladesh including local, national and 
international. 


To go into further details and at a deeper level e.g. to give an 
overview of the mode of integration, impacts, efficiency, management, 
strength and weakness of the NGO activities; a long term documentation 
process was stipulated to be initiated through compiling a series of 
documents as to focus on some selected NGOs in each document of the 
series. In compliance to that plan this document is being compiled 
focusing the activities of 5 selected Health NGOs. 


The main and secondary focuses of this document is the programme 
dynamics of the selected NGOs. It has also dealt with history/ 
background, policy issues and future strategies of the included NGO 
programmes. 


Government programmes and policy issues for the same sectors were also 
expected to be briefly incorporated in this document. But the paucity of 
time and resources did not permit us to do so. So, this documents is 
remaining tc be incomplete in one sense. But in other sense i.e. if it 
is considered as a document exclusively on the NGO activities it might 
not be found as incomplete. However, it could have been more precise and 
in-depth. 


As it is mentioned before; a major part of the document is containing 
the details of activities and experiences of the selected 5 NGOs active 
in Health Sector. These NGOs had been selected very cautiously in order 
to make the document a fairly representative of the full latitude of the 
variety of health programmes undertaken by the NGOs, including their 
varieties, uniqueness and experience in the respective sectors. 
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; i ious 
Under some broad headings and sub-headings gia haiee Pest a the 
pertinent aspects of the whole process of imp ae: agp 2 TE: 
programmes that followed by an organization is tru bas eee 
Deliberately we did not incorporate the informations 10°83 =e 
involvement, working areas; number of staffs, etc. pcg Pht dec 
snterested in the programme dynamics and strategles Chad. ae 


and budgetary involvement. 


The main objectives of the publication of this document is to pnp 
the varieties of information in shorthand related to the hea t 

programmes of 5 model NGOs, so that, Policy Makers, Executives, 
Researchers, Media People, Academician, Health Workers and General 
Readers at large can go through it and have a picture of the particles 
of the NGO’s health programmes especially how they were being designed 
and implemented. The document may also help a group of educated people 
in dispelling a mysterious anxiety that they hold about the NGOs. 
Expatriates, who recently came in Bangladesh and hopping around to learn 
preliminary ideas about NGO programmes may find it helpful too. We tried 
to make it as simple as possible to make it easy understandable keeping 
in mind the general readers as one of the targeted reader groups. 


Attempts have been made to compile information regarding work pattern, 
programme diversity and variation in order to make clear the strength 
and weakness of the selected agencies. This finding may help donors, 
government and other support services agencies to understand better the 
referral, technical and other support services needed by the NGOs at 
present. 


As the publication of this documents is a departure point of a process 
of documentation which is hoped to continue in future to build up a data 
base and an information store/centre on the private initiatives of the 
H&FP Sectors. This information base is envisioned to be used to 
substantiate the policy formation process of NGOs, Donors, Governments 
and other support service agencies. 


The most important and urgent objective was to share the good and bad 
experiences of friendly organizations which might be helpful to others 


a which might help in better collaboration and coordination among 


re Aaa process of documentation more participatory and fruitful, 
© beginning we had invited a number of organizations to discuss on 


the issue. All those f riends 
; and. colleagues present, admitted 
importance of the process we had initiated, : ee 


All of them have also participated in drawing a content and flow of the 


document. A nomination commi 
. sommi tt g , 
be included in the document. ee was also formed to nominate the NGOs to 


To delve into deeper of the 


activities existing Senos Wa cs nent aspects of the programme 


f the selected ; 
th ‘ a I “cted NGOs hav 
cbticiate t: oa. ao ee have been made with we ppm 
aT, ~ relevant information which were not documented 


In compiling the document we had to go through various constrains. In 
some cases documents provided by the organizations were not enough and 
irrelevant to the issues which were stipulated to be dealt with. 
Sometime relevant officials could not spare enough time to go into 
details on the issues. So we had to hanker after them for a long-time. 


With other regular programmes affordable allocation of time and 
resources were not enough to permit us to go into the more details. 
However, we have all the good intentions to be more precise and 
intensive in the documents to be compiled in future. 


We do hope readers would like to take it as their won; and would feel 
free to put forward their comments and criticism. We would like to be 
very open and honest in receiving their comments and views and we will 


also try to cross-fertilize the ideas flowing in; to come up with a 
better production in the next. 


We are very much grateful to the NGOs and the involved officials who 
worked as our counterpart by providing with documents/publications and 
offering discussions even further taxing their already hectic schedule. 


We are highly obliged to our colleagues in VHSS and in other 
organizations who despite their precious schedule did not hesitate to 
attend a series of meeting and strom their brains to give us their best 
and valuable inputs. In this respect we are specifically thankful to 
Mr. Golam Nasir Uddin Chowdhury of Radda Barnen, Mr. John S. Morris of 
SCF (UK), Ms. Sandra M. Kabir of BWHC, Dr. Iqbal Aminul Kabir of CCDB 
and Dr. Bari of ASA. ; 


We are very grateful to our Director, Dr. Nasir Uddin and Deputy 
Director, Mrs. Rowshan Rahman for their very meticulous guidance and 
other helps; without which it could not have been possibie to get it 
done. We admire their erudite leadership. 


Last but not the least we are thankful to Mr. Kh. Mazed Hossain for 
performing the tedious job of composing and make up of this document. 


All success is yours and failures should fall on us. 


Md Farid Uddin 
Research, Evaluation & 
Documentation Section 
VHSS. 
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Chapter “1. i Bi1y - 


Association for Social 
Advancement 
CASA) 


HISTORY & BACKGROUND 


ASA was formed in 1979 by Bangladeshi 
development. workers working with local 
NGOs. The main mission of the founders 
was to make a breakthrough in the 
traditional approach of development. In 
their own word they had realized that 
the "traditional approach to development 
did-not benefit those who really needed 
assistance urgently". So, the goal of the 
organization was set based on the 
realization that "Development efforts 
would not bring sustained benefits for 
the poor unless they are able to defend 
their rights.” 


With this view ASA is working as a 
catalyst for social intervention to 
assist the disadvantaged rural people in- 
their struggle against dependency to 
promote self-reliant group development 
and organize the poor to increase their 
awareness and initiatives. 


ASA started it's work with a Functional 
Adult Literacy Programme. Subsequently it 
has undertaken other programmes. The 
common goal of these programmes is 
empowerment of the powerless through the 
strategy of counter-linkage creation by 
the means of strengthening ‘power of the 
disadvantaged people of alli ‘sections in 
the society. This programme is based on 
awareness building in all] aspects of 
rights and obligations. 


BROAD OBJECTIVES OF THE ORGANIZATION: 


Lev 
Empower ing the landless agricultural labourers to help her 
better quality of life, fulfiliment of their aspiratsae y 
increasing access and entitlement in the existing institutions 


and resources of the society. 


MAIN APPROACHES AND OBJECTIVES : 


1. To facilitate formation of community groups where members 


can know each other better and help identify their common 
problems and build solidarity for effective solutions by the 


people themselves. 


2. To. encourage groups towards regular savings habit in order 
to undertake sustainable economic development activities; 
to work together or to assist each other jointly in case of 
emergency or to start joint socio-economic development 


ventures. 

3, To heighten critical awareness and to provide basic literacy — 
training. 

4. To strengthen awareness about the unjust mechanisms of the 


present social structure. 


5. To encourage problem solving, for example, the creation of 
their own village council to settle disputes, lobbying for 
more favourable crop sharing arrangement and actions to get 
a fair share of relief goods, government facilities etc. 


6. To provide legal aid and training for awareness of legal 
rights and systems. 

te To azikeee training for leadership development, group 
organization and management as well as skill development in 
health and nutrition, credit management, etc. 

8. 


26 I : 
earn to listen to and respect men and women as 


equal, giving women equal opportunities to develop 
themselves side by side with men. 


AREAS OF ACTIVITIES: 


ihe Adult education based on Conscientization Process. 


“ae Landless Training on : 


a. Leadership development 
b. Group building process 

Bs Human Development 
dad. Skill Development 7 

e. Health Awareness 

f. Legal right awareness 

g Nutrition awareness 

h. Women’ rights awareness 


a. Landless Group Organization 


4. Primary Health Care: 


a. Clinical services 

b.  Tube-well installation 

Cc. Environmental Sanitation, personal hygiene and safe 
drinking water promotion. 

d. Nutrition awareness, cultivation of plants and 


vegetable and medicinal plants. 
e. MCH service through under five children care Bea TBA 


training. 
5, Women’s Programme. 
a. Literacy and awareness education 


éj Income generation/training 


b 

on Network building among the women’s groups 

d Social action against various injustices. 

e. Nutrition and feeding centre for malnourished under 
five children. 


Credit facilities. 


Lana) 


6. Infrastructure building: 


a. Road/embankment/pond 
Ds Earthen Killa 


18 Primary School (Female Schooling) 


8. Relief and Rehabilitation: 


~. Construction of bamboo houses 
b. Distribution of agricultural inputs. 


C. Food relief. 


HEALTH AND NUTRITION PROGRAMME : 


In ASA’s multidimensional approach to social development, health 
& nutrition programme i& one of the essential components. With a 
view to alleviate the suffering of the landless and to reduce 
morbidity and mortality rate of mothers and children, ASA started 
its health programme with a satellite Maternity and Child Health 
(MCH) centre at a remote village named Salna under Gazipur 
district in 1985. Realizing the extreme scarcity of health 
facilities ASA started expanding its health and nutrition 
prgramme in different upazilas of the country. Traditional Birth 
Attendant’s (TBAs) training programme was started in 1988 as a 
part of MCH services aimed at reducing maternal and child 
mortality rate in ASA activity areas. 


Female health activities of ASA started in 1985 through opening 
of a Primary Health Care Centre (PHCC) at Salna. The activities 
consisted of: 


= MCH services 
= Creation of health and nutrition consciousness among 
the landless people. 


This programme began with a trained paramedic and a female 
health worker as a component of the comprehensive project 
activities that started at Joydebpur. During the year 1987 


this programme expanded to 8 different upazilas of 3 
different districts, 


In 1986 ASA started another major component of its health 
PrOsranme ; the Nutrition improvement programme. The 
objective was to create Health and Nutrition awareness among 
== illiterate landless women in the reproductive age group. 
This programme was initiated simultaneously in 5 upazilas. 
As a part of its Nutrition Programme, ASA started a Feeding 


Programme in 1986 for nutritional rehabilitation of the 


severely malnourished children of under 5 years of age 


Educating mothers about prenatal and postnatal care with 
especial emphasis on nutrition during pregnancy and 
lactation is aiso one of the main emphasis of the ASA 
nutrition promotion programme. Two other areas of emphasis 
in this programme are (i) prevention of malnutrition and 


night blindness and (ii) prevention of disease of under 5 
children. 


The strongest component of the ASA health programme related 
to women health is Traditional Birth Attendants’ (TBA) 
training Programme. The TBA training programme was 
initiated in 1988 with an objective to meet the demand of 
trained TBAs for safe delivery and’to supplement MCH 
services within the project areas of ASA. 


The current 3 year programme for TBA training began from 
November 10, 1988 to train up 620 TBAs to serve 
approximately 1,34,000 mothers over the programme period. 
The programme will cover all ASA project areas. 


General Objectives of the Health and Nutrition Programme : 


The main objectives of the health programme of ASA are as 
follows: 


- To provide health education for self care 


= To disseminate information about availability of essential 
drugs for treatment of minor common disease with emphasis on 
women’s health. 


- To reduce maternal and child mortality rates by giving 
training to the TBAs. 


- To bring about necessary change in the traditional cooking 
and food-intake habits so as to prevent nutritional 


deficiency related diseases. 


~ To prevent the deterioration of health of malnourished 
children and to sustain the normal healthy life through 
feeding services for the under 5 children. 


~ To make human development and Community Health Care 
Volunteer (CHCV) 


Specific Objectives + 
including diagnosis, 


services 
tial 


= To provide medical 
; nt with provision of essen 


investigation and treatme 


arugs. 


To provide monitoring and follow-up services for mothers 


during ante and postnatal period. 


To reduce and prevent the severely malnourished children 


through nutritional status monitoring. 


- To promote and . improve personal and environmental hygiene, 
safe drinking water and improve sanitation. 


- To improve and enrich the knowledge of TBAs about the 
scientific techniques and methods of safe delivery so as to 
reduce morbidity and mortality rates of mother and child. 

- To educate and encourage mothers for cultivation of 
vegetables, plants and poultry farming to promote 
nutritional status and family income of the female 
beneficiaries. 


- To educate mothers about food habit and to teach them the 
techniques of cooking with preservation of nutrients of food 
items that are grown and available within their own areas to 
help to keep women and children healthy. 


ACTIVITY AND STRATEGY FOLLOWED: 


Clinical Services : 


as present ten Primary Health Care Centres (PHCC) in three 
districts are functioning. The centres are being run under 
the supervision of one MATS-a diploma registered 


practitioner who is assisted by a locally recruited health 
worker. 


es medicines according to the necessity prevalent 
ee are being provided with subsidized price to the 
— As consultation fee two taka is charged from each 
patient. Medical emergency services are also being offered 


from the centre to the extent that the health workers’ 
capability permits. The critical cases are referred to the 
nearest govt. hospital for better management and treatment. 
One female health assistant is responsible for taking care 
of pregnant mothers whom they examine for Hemoglobin %, 
urine, weight and blood pressure, etc. Necessary advice are 
given to the others and they are followed-up regularly 
either in the PHCC or at home. Nutritional status of the 
under 5 children are monitored regularly and mothers of the 
malnourished under 5 children are taught about the 
techniques of feeding and rearing their children. The PHCC 
shift from one union to another after every one year of 
service to the community with a view to develop 
consciousness among the people of peripheral areas and to 


help develop a habit of acceptance of health facilities 
available at their door steps. 


Health Education : 


Besides the provision of curative health services ASA has a 
health education programme built-in with the health and 
group activities. 


Each of the health worker has his/her own landless group of 
20 members selected earlier to provide education on health 
and nutrition. These male and female members of the groups 
are selected from the landless families. Each health worker 
has a yearly target of health and nutrition consciousness 
development of 300 families. Health education is also 
imparted to the landless group members by 460 Group 
Motivators (GM) of ASA. 


Traditional Birth Attendants’ Training Programme: 


TBAs are selected from the upazila/unions of ASA activity 
area of six districts. Selection criteria are similar to 
that of govt.,-TBA training project. 


A number of 20 TBAs are included in a training batch and the 
training schedule is of 10-day basic training and 5- day 
refresher courses. After 3 months of 10-day basic training, 
a refresher course is conducted. TBA kits are distributed 
among the trainees after completion of the basic course. The 
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ith ASA’s field level 


intain close contact W ; 
phere n They also submit 


health workers in their respective areas: bese 
monthly performance reports to the health workers at 
turn submit these to the health coordinator for appraisal. 


A is 
After satisfactory success of refresher course, each TB 


awarded a TBA professional certificate. 


The training centre is located at Gazipur Sadar. The 


training is conducted by two female trainers. One of them is 
a trained midwife, experienced in MCH services and the other 


one is a nurse having a diploma in nursing and have one year 


training in gynecology. There is one graduate women worker 
responsible for monitoring the activities of the trained 


TBAsS , 


‘ Nutrition Improvement Training : 


Nutrition development training is being conducted with a 
group of 20 landless fertile mother who attend the training 
centres continuously for 15 days. They are later on followed 
up by the trainer to see for herself whether and to what 
extent they are practicing the knowledge they have learned. 
The trained groups are brought under income generation 
programme and provided with small-credit either in cash or 
in kind to improve nutritional status of the children and 
mothers of the families. 


Nutrition Rehabilitation : 


Beside conducting nutrition consciousness development 
training ASA is managing feeding centres for malnourished 
under five children in the same areas where training is 
being conducted. These centres are located in the remote 
villages where the incidence of malnutrition is very high. 
a the close supervision of a unit supervisor the centre 
1s managed by a feeding assistant, who has got extensive 
training on nutrition. Mothers attending the feeding centres 


. Children are also given training on the technique of 
rearing and feeding the babies. 


The malnourished children are selected and managed at the 
feeding centre in the following manner: 
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‘The nutrition trainer and feeding assistant select the 
malnourished under five children from the villages 


around the feeding centres by measuring weight, height 
and arm circumference, 


2. Twenty children are finally selected and registered in 


each centre and are asked to attend the centre daily 
except on Fridays and holidays. 


3. Breakfast in the morning, lunch at 1 pm and tiffin at 
4:00 PM are supplied according to individual 
requirement. Daily menu of food includes a mixture of 
essential nutritive elements. 


4. Weekly progress is recorded and overall] growth of the 
child is observed. If any child seems to suffer from 
any disease he/she is referred to the nearest hospital 
or a physician is called for check-up and treatment. 


5, The infants staying in the feeding centre usually 
varies from 1-4 months depending on severity and grade 
of malnutrition. When they come to the normal limits of 
weight and height they are released and new babies are 
admitted. On an average the feeding centre serves 20 
infants. 


Eye Camp : 


Eye camps are organized to screen out cases of eye disease 
and night blindness. Locally manageable cases are treated by 
the physician and complicated cases are referred to the 
concerned authority for better treatment. These eye camps 
are arranged in collaboration with the Assistance For Blind 
Children (ABC). 


Te ra Medical Camp : 


Other than the emergency medical relief operation and eye 
camps, health workers organize temporary medical camps, with 
the help of local people’s representative. These services 
are given free of charge. This programme is functioning in 
the Joydebpur project of ASA. 
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Tmmunization : 


medical workers are involved in 


In the Joydebpur Project 
lement and 


ation for EPI activities to supp 
complement govt. EPI activities through arrangement of 


vaccination, informing people about date and time of 
d motivating people to complete the 


social mobiliz 


vaccination doses an 
doses and to prevent dropouts. 


SERVICE PRIORITY FOR FEMALE: 


The whole ASA health programme is designed mainly to address the 
needs of: the female beneficiaries of the programme area. The TBA 
programme is exclusively for the female beneficiaries. The 
nutrition programme is for the mothers and the under 5 year 
children. Besides, majority of consciousness group members who 
get priority in other health services and also get regular yhealth 
education are female. About 70% of the total beneficiaries are 


female. 


ASA has identified the following two areas of major health or 
health related problems of their female beneficiaries. 


Re Malnutrition of women and children. 
> T High rate of diarrhoea and other water born diseases oo to 
the scarcity of safe drinking water etc, " 


_@e 
To minimize the existing health problems of the Female’ 
beneficiaries of the working .areas ASA is planning at this 
moment to continue the existing intervention package of the 
oo It has no plan at present for any further 
€sspansioni. 


MOTIVATION COMMUNICATION SYSTEM: 


“aici. and expansion of ASA programe ‘Started with group © 
rire 10n approach. The group members are stil] the main targeted 
neficiaries of the ASA health programme. Once the beneficiaries 


are included 
in the process of group formation activities, 


eventually t eh 
lly they get <posure to the other development activities 


a 
—— other facilities come with in their access 


All the group members are regularly informed about the available 
health facilities of ASA and they get education on health aspects 
in two ways. The local volunteers of the organization i.e. group 
motivators who motivate, organize and lead the groups, inform the 
group members about available health facilities of ASA. At the 
same time the programme staff of ASA e.g., Health Supervisors, 
(Medical Assistant), Health Assistants always take part in the 
group meeting and adult literacy classes to inform the 
beneficiaries about the health facilities and to orient them on 
the community health aspects. 


In addition to the above health services through group approach, 
the clinic, nutrition rehabilitation and TBA programmes are 
providing universal services. In regard to the nutrition 
programme nutrition workers like unit supervisors and nutrition 
assistants are responsible to identify the malnourished cases 
(children/ children’s mother) for referral to the centre. 
Clinical services are open for all and the community is informed 
about it through group members and all field level workers of the 
organization. Identification and motivation of the TBAs is 
similar to the above system but final selection is being done by 
the TBA trainers as per the criteria of government. 


MAIN ACHIEVEMENT OF THE PROGRAMME: 


Over last three years at least 42,000 beneficiaries have received 
health related education through the ASA health education 
programme. During the same period about 500 TBAs received 
training through ASA-TBA training programme. 


The number of beneficiaries who received nutrition education is 
3,600. In addition, about 4,000 beneficiaries have received 
special nutrition education. It should be mentioned that all of 
them are under the coverage of the credit programme. 


Since 1989 about 1,200 children have got rehabilitation services 
from the ASA nutrition rehabilitation centres. 


From an informal investigation it has been revealed that in ASA 
project areas as a4 result of its TBA training programme; the 
quality of delivery management from the hygienic point of view 
has improved significantly. As a result, neo-natal, child and 


maternal mortality rate has been reduced. 
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4 survey report indi 


cates that the benef jciaries are: 


ower Pumps 


Using safe drinking water through use of P an 


supplied by ASA. The supplied number of pumps were 


ndicates their better knowledge and 


Using fixed place which i 3 ‘ 
It should be mentioned that ASA 


practice about sanitation. | , 
has distributed about 1700 ring latrines among the 


beneficiaries. 


Habit of cooking without loss of nutrients has also found to 


be improved. 
Doing kitchen - gardening, poultry, farming. 


Availing both govt. and ASA health facilities for advice and 


treatment at a higher rate. 
Using EPI services covering maximum target groups. 
Using TBAs services in their localities. 


Using contraceptive methods ( acceptance of family 
planning is in increasing trend ) 


MANAGEMENT OF THE PROGRAMME: 


One health Coordinator is in charge of planning and over all 
development of health programme and nutrition improvement 
projects. One health supervisor and a health assistant for each 
PHC is responsible for programme management. One nutritionist 
remains in charge of supervision and management of nutrition 


project. The Nutrition unit is run by a unit supervisor and a 
feeding assistant. 


PROBLEMS FACED: 


de 


Non availability of suitable educated workers in the 
working areas. 


Non availability of trained medical assistant. 


Frequent staff lost. 
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FATLURES OF THE PROGRAMME: 


Due to the non availability and resignation of medical staff, 
especially the medical assistants, the clinical services often 
faces disruption. 


FUTURE OF THE PROGRAMME: 


1. Current charging system will be enhanced to make the 
programme self sustainable. 

Ba The health programme will be built-in with the credit 
programme that ASA is going to launch in the near future. 

3 Training-up of the existing village practitioners, and to 
provide with the medical facilities. 

RECOMMENDATION : 


Health programmes should not be only relief or welfare 
oriented. Steps should be taken by the NGOs to make their 
programmes more cost bearing and self reliant. 


Through continuously training up the local TBAs, quack, 
health workers and other para professionals, capacity of the 


existing community health services should be build up. 


More emphasis should be given upon the preventive aspects of 
the community health. 


Mostly women should be selected ( included )in the 
health and nutrition consciousness raising programme 
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Chapter 2 


Bangladesh Women?’ s 
Health Coalition 
( BWHC ) 


HISTORY & BACKGROUND 


The Bangladesh Women’s Health Coalition 
was established in April 1980 with the 
initial objective of providing menstrual 
regulation (MR) procedures with backup 
contraceptive methods. 


The birth of BWHC was direct result of 
the fact that Concerned Women for Family 
Planning (CWFP) had to close down its MR 
unit. because of restrictions imposed by 
its donor. In October 1980, fist 
Coalition Clinic in Dhaka, was 
established taking over the staff and 
equipment of the then menstrual 
regulation unit of CWFP. The second and 
third clinics were set up in early 1981 
in the district towns of Narayanganj and 
Tangail. From 1982 more thought was given 
to expanding the scope of service at the 
clinics to include maternal and child 
health, care. Three more clinics were set 
up in 1983/1984 keeping provision of 
general health services for women and 
their children in addition to family 
planning services. The three original 
clinics also expanded their services to 
include MCH. Field programmes for 
education of women in their homes on 
topics related to family planning and 
health and services available at the 
Coalition Clinics was started at the same 
time. Training of government inservice 
Family Welfare Visitors (female 
paramedics with 10 years of schooling 


el 


t institutions) 
Prior to 
f the 


e training in governmen 
edures began from 1983. 
was extended at two oO 


and 18 months of paramedi 
in menstrual regulation proc 
that, training of student FWVs 
Coalition Clinics. 


tiated from 1987 as an effort 
from 15 to 20, the basics of 
as well as health and family 


An adult literacy programme was inl 
to teach group of women, numbering 
reading, writing and arithmetic; 
planning topics. 


In 1987 the Bangladesh Women Health Coalition started its income 
generating activities by beginning a cottage printing project. 


NEEDS OF TARGET POPULATION | 


BWHC is committed to the delivery of high quality reproductive 
health care to women. BWHC has encompassed the physical, 
emotional, psychological and economic well being of women, as 
well as their need for family planning. As the lives and health 
of women and their children are so closely linked; BWHC provides 
general health services to children as well. 


MAIN OBJECTIVES OF THE ORGANIZATION: 
Following are the objectives of BWHC. 


1. To provide clinic-based MCH/FP services to clients in the 
catchment areas of the clinics with an ambition of 
developing a model replicable by the government & NGOs. And 


to improve and expand the education programme of groups of 
women at the clinics. 


2. To provide domiciliary family planning/health services for 
women & children by field worker. And to provide community 
education by field workers and adult literacy teachers to 


improve health and economic situation of clients in the 
catchment areas of the clinics. 


To 
: evaluate the efficacy and cost effectiveness of the BWHC 
fa) j j 
p ean & various experimental interventions with especial 
em i inv i 
phasis on investigating ways to improve services to 


b 
enefit the maximum number of people and to undertake 
research on reproductive health care. 


18 


To develop an acceptable service fee structure and to 


encourage local donation and expand BWHC’s revenue 
generating schemes. 


> To advocate for minimum standards of MCH/FP services for 
women throughout Bangladesh by coordination with the 
Government and NGOs. 

6. To improve health services at the grass-roots level to 


decrease maternal morbidity & mortality from pregnancies by 
training government FWVs, 


The main thrust of BWHC is to provide quality reproductive 
health to the women in the clinic catchment areas. Each BWHC 
project has a full time Medical Officer, Project 
Coordinator/Counsellor, three Family Welfare Visitors, a 
Nurse Aide, a receptionist, a Community Supervisor, four 
Social Workers and an Adult Literacy Teacher and support staff. 


ACTIVITIES AND STRATEGIES FOLLOWED: 
All BWHC clinics offer the following range of medical services: 
Family Planning: 


- Counselling 

- Menstrual regulation 

- Conventional Contraceptives (Pills, Condom & Foam). 
= IUDs 

- Injectables 

$ Referral for sterilization 


Other Reproductive Health: 


- Electric cauterization for cervical erosion (only at Dhaka ) 

= Breast examination for lumps 

- Referral for treatment of more complicated or 
serious reproductive illnesses. 


Basic Health Care: 


~ Diagnosis & treatment of basic illness of women & 
children including upper respiratory tract infections, 
scabies, worms etc. 


bia 


~ Referral for treatment of more complicated illnesses: 


- Tmmunizations. 


Basic Skills: 


= = 


~ Group: lecture on health, nutrition and family 


planning, legal status of women and children. 


~ Basic literacy classes; 


Counselling: 
When a client comes, following registration; where all files 


are updated or new files created, the client is directed to 
the counsellor, if she comes for family planning. With 
regard to counselling on menstrual regulation, this is done 
to ensure that the client is in the early stages of her 
pregnancy and she has not already attempted to end the 
pregnancy in a way which could cause complications during 
the procedure. She 1s explained about the implications of 
what is about to happen. She is given family planning 
counselling at this time as well, to enable her to make an 
informed choice for her reproductive future. Family planning 
counselling services are available to all clients whether 
their concern is choosing an appropriate method, changing 
from one method of contraception to another or the spacing 


of their children. Women, who are in a more advanced stage 
of pregnancy and have come to the clinic seeking an MR, are 
counselled to continue the pregnancy. This is done because 
many abortion services available to women, at prices they 
can afford to pay, are dangerous. For those who still wish 
or insist on having an abortion, there are private clinics 
which do provide safe, but costly services. Women who 
continue with their pregnancy are encouraged to come for 
ante-natal care at the clinics and to accept a contraceptive 
to prevent future unplanned pregnancies. 


Menstrual Regulation: 


After atu > and medical clearance, a trained FWV is 
responsible for the MR procedure. 


Conventional Contraceptives and Copper T & Injectables: 


Afte ily 
ter family planning counselling & medical check-up clients 


themselves select method (i.e. pill, condom, foam, IUD and 
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injectables), which they find most appropriate and feel 
comfortable with. 


Electric Cauterization for Cervical Erosion: 


When a client has cervical erosion, electric cauterization 
is done by the Medical Officer. This service is only 
available at the Dhaka Clinic. 


Ante & Post natal Care: 


Ante natal & post natal care service includes immunization, 
blood pressure check-up, checking position of foetus, 
detection of high risk pregnancy, basic pathological tests, 
etc. Post natal care includes checking of duration of 
bleeding, child health & care, breast feeding and family 
planning. 


Referrals: 


Clients who want sterilization are referred to nearby 
clinics where sterilization is done. Clients with 
complicated or serious reproductive illnesses are referred 
to hospitals. The Coalition has nurtured a mutual 
understanding with hospitals (govt., NGO and private) in 
project areas. 


Health Care: 


Every client who comes for family planning or reproductive 
health service is given a breast examination to detect lumps. 
It is a part of routine check-ups. 


Basic health care service includes diagnosis and treatment of 
basic illness of women & children. 


Training for GOB/NGO workers: 


The Coalition extends practical training on MR both basic and 
refresher, for government paramedics at four clinics, from 
1983. It is envisioned by the Coalition that the concept of 
quality reproductive health care will be transferred to the 
government system and other NGO efforts by this training. 
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HOW THE HEALTH PROGRAMME ADDRESSES THE BENEFICIARIES : 


‘cits 250 families a year collec 
Each social worker visits ide information on 


providing information to the women. They prov1 


health and family planning and other resources available in the 


area. For women within those 250 families covered by eae Social 
ive supplies or MR 


Worker, requiring follow-up on contraceptl 3 - 
procedure, this is done by the Social Worker during her visit. 


There were 72,032 household visits made in the last reporting 
year, resulting in 30,919 client visits to RBWHC clinics by women 
and children from these households. The information collected 
through the relationship which develops between the Social Worker 
& women enhances the services the BWHC is able to offer and 
becomes the basics of their advocacy programme. When needs are 
known and preferences shared, the clinics are able to deliver 
services to meet the particular needs of that community. 


MAJOR AND MINOR HEALTH PROBLEMS OF WOMEN & CHILDREN: 


Major Problem: 


Disease of respiratory system 
Gastrointestinal system 

Skin diseases 

Parasitic infections 
Pregnancy related illness 
Nutrition deficiency 
Reproductive tract infection 
Gynaecological complaints. 


on mon FP wD 


Minor Problem: 


he Diseases of urinary system 

2. Infections diseases 

36 Vit. A deficiency 

4, Blood disorders 

o. Endocrine & metabolic disorder 
6. Diseases of bones 

1, Eye & E.N.T 

6. Diseases of nervous system 

7. 


Accident & poisoning 


SERVICE AVAILABILITY PATTERN: 


According to 1989-90 report, 63% of total services were availed 
by women & 37% by Children. Family Planning services madeup 25% 


of all services, 38% for women’s health care and 3itn for 
Children’s health care including immunization. 


MOTIVATION COMMUNICATION SYSTEM: 


Upon completion of household registration, the Social Workers 
visit each household approximately once in every two months at 
Which time they talk about hygiene, sanitation, breastfeeding, 
nutrition, immunization, family planning and update the household 
data forms. Women are also informed about the location, training 
and services of Coalition Clinics. Some of the field programmes 
also arrange for mini-immmi zations camps in their areas when the 
Nurses Aid from the clinic comes and provides vaccinations from 
the home of a particular client in the field area. 


MAIN ACHTEVEMENT OF THE PROGRAMMES : 


The main objective of BWHC is to provide high quality 
reproductive health care to women. The organization started with 
a single clinic in Dhaka in 1980. It has now seven clinics in 
different parts of the country and by 1991 BWHC will have a total 
of 10 reproductive health prlojects in operation. BWHC has been 
granted full national status for its contribution to the nation’s 
reproductive health care. Starting with a single service, that 
is, menstrual regulation with family planning backup, the list of 
services offered has grown to include the provision of a complete 
range of contraceptive products and interventions, ante and post 
natal care, a referral service for treatment of complicated 
diseases and disorders, as well as preventable and curative 
health care services for mothers and their child. 


The foliowing figures show the increasing trend of services. 


1987-88 1988-89 1989-90 


Family Planning 29,973 32,984 37948 7,975 
Women’s Health 33,083 47,712 54003 20,920 
Children’s Health 33,148 50,170 54002 20,854 
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ices were 29,973 & it increased by 


s, ily planning serv 
In 1987-88 family p increased by 


more 7,975 in 1989-90. Women’s health & services 
20,920 and children health increased by 20,854 over the past two 


years. 
This trend shows the effectiveness of the programme. 


According to 1989-90 report, all services from seven clinics 


totalled 145,956. It is interesting to note that total clients at 


all seven clinics were 97,069. 


In the last two years between 55% and 65% of families using BWHC 
clinic were returning clients. In addition, the number of 
services availed at each visit has increased. In a recent study, 
the BWHC has determined that fully one third of clients use more 
than one service per visit, or ‘an average of .1.5 


service/client/year. 


BWHC has played a major role at the national level in the 
training of FWV’s in menstrual regulation techniques. The 
organization has trained 177 fresher trainees and 224 refresher 
trainees in the period from June 1987 to end of March 1990. 


Adult literacy became part of the RPWHC approach to intergrated 
programming in 1986, with the first classes being offered in 
Narayanganj. Now all projects offer a six month adult literacy 
programme covering basic Bangla reading writing and numeracy. The 
program has evolved to incorporate discussions on topics which 
Will inform and raise the consciousness of women students. Issues 
of importance, such as family planning, santitation, hygiene, and 
legal literacy are addressed. From July 1989 to the end of Jume 


1990, 182 women have been included in the adult literacy 
programme. . 


Th punt 
€ members of the literacy groups are encouraged to form 


collective savings group. The accumulated savings then becomes a 
rae from which the contributers are able to take loans to begin 
—— generating activities, Few groups have already started 
Hdd ee activities. During 1989, Tk.6,671 was oaved 
Tk.544 paid as interest, Tk.975 repaid from loans and one Lodhi 
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The Coalition Cottage Prining Project has earned a considerable 
amount ‘of money and will be entirely self-sufficient by mid 1990. 
It is becoming a valuable asset. 


BWHC has initiated a Women’s Handicraft collective in 
collaboration with several health care organisations. This shop 


operated by the collective provides each agency with a commercial 
outlet for their craft products. 


Started with a single person in early 1980, BWHC has now 132 
employees. (including all seven projects). 


ORGANTZATION’S FAILURE: 


Almost all endeavours of BWHC have been a success except the 
establishment of a maternity unit at Tangail. The maternity unit 
was considered by BWHC to be a natural extension of reproductive 
health care services. The facility did not attract as many 
clients as was expected and remained underutilized. 


The identified reasons for underutilization were : 


1. The husband and in laws frequently prevented the mother 
from coming to the maternity unit because of the belief in 
evil spirits; 


7 There was no one available to take care of children at home. 
Se There were no cooking facilities. 


4, Frequently labour began at night when transportation was not 
available. 


5, There were many cther TPBAs, MBBS doctors and others who 
were in private practice and attend a deliveries at home 
or in their clinic. They aggressively vie for the maternity 


business. 


6. The medical officer at the unit was not always willing to 
come to the attend a birth, especially at night. 


Considering the above factors BWHC then closed the maternity 


rh GC. 
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°VALUATION OF THE PROGRAMME: 


, December 1987, a management evaluation was done in connection 
vith the on going three year programme which ended on 30 June 
(988. This evaluation determined that, (a) a good pattern of 
continuity of care has been established (b) BWHC has trained shies 
-co-thirds of all FWVs receiving MR refresher training 1n 


sangladesh and has had a strong MR providers (c) BWHC now has in 
place an excellent system for recording individual family health 


and family planning history. 
“ecommendations Deducted by the Evaluation were 43 Follows: 


Expanding the capacity of the six existing clinics (ii) expanding 
“he number of clinics (iii) maintaining the present target for 
training, both refresher. and basic of government in-service FWVs 
(iv) BWHC could experiment with more systematic efforts in 
on on health and family planning and 
(v) consider in general how its data 


community educati 
consciousness raising, 
-9llection and research programme can be most useful as a 
management tool, (vi) Identify key components of the concept 
‘quality of care" for women in practical, transferable terms, in 
context of what is possible in Bangladesh. : 


‘ANAGEMENT AND MONITORING : 


The central office has 8 management staff and 12 support staff. 
The role of the central office is to provide financial, 
logistical training and moral support to the projects beside 
liaison with donors, government and other NGOs. Routine monitoring 
oo are made regularly by central office staff to projects and 
project staff often come to the main office. Bimonthly management 
peesehope are held in addition to workshops for the Medical 
—— and paramedics and also separately for field staff. 
Management of the central office and projects frequently represent. 


the or i i i 
ganization at seminars, workshops and committees, both 
im government and NGOs. 


tach of the ini ‘ 
diiente snail ——— has a Project Coordinator who also counsels 
olie Side being responsible for her project staff, finances, 


« 4 rly i 1 i i 


amily Welfare Visitors 


ovides MCH services. Three 
vroject also has a R we es family planning services. Each 
eceptionist/Educatior. A Community Supervisor 

- ’ 
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four Social Workers and an Adult Literacy Teacher are respectively 

responsible for community development. The Community Supervisor 

coordinates and supervises the work of the workers and Adult 

Literacy Teachers. There are two cleaners and two guards for each 
of the projects. The cottage printing project employs 25 people. 


MANAGEMENT INFORMATION SYSTEM FOLLOWED BY THE ORGANIZATION: 


Data and statistics are maintained by all seven reproductive 
health projects. Information is collected and compiled reguarly 


regarding new acceptor families and old families by following 
different categories of services: 


Family Planning: 
- pill, condom, IUD, IUD follow-up, IUD removal, foam, 
injectable, switch over, MR, MR follow-up, MR 


deferred, MR rejected. 
Obstetrics: 
~ antenatal, postnatal, T,T, (Mothers). 
General Health: 
- Female adult, child (0-5 yrs) and (6-15 yrs) 


Counselling: 


a pathological test 
~ referrals 
a immunization: DPT, polio, BCG, T.T. etc. 


Monthly reports of service, and other collected 
informations are closely scrutinized and analyzed at the 
central office. This is then discussed with project staff. 


TRAINING FOR THE PROGRAMME STAFF: 


All staff are given basic training appropriate for their job 
when they initially join. Thereon in service training is 
provided by the central office staff, other NGOs and by 
participation in training abroad and workshops/seminars. 


PROBLEM FACED: 


= Lack of lady doctors who are willing to work at rural areas. 


Lack of FWVs who frequently change job and join govt. service. 


There are four Social Workers and a Community Supervisor 


working out of each of the projects. They work in the 


catchment area assigned by the govt. Coordination between 


the government and BWHC programmes needs strengthening to ; 
avoid any possible duplication and allocation of field areas 
too far away from the Coalition clinics. 


- Sometime it takes time to get government approval which 
causes delay of program implementation. 


~ Supply flow of contraceptives from the govt. has been 
uncertain but has improved in 1989-90. 


FUTURE OF THE PROGRAMME: 

- Identification of pregnant women in the field areas and 
also of trained and untrained TBAs will be undertaken in 
the 2nd and 3rd year of the three year programme. 


> Treatment of diarrhoeal patients with ORS will be taken up 
along with dispension of paracetamol tablet and Vitamin. A 
capsules. 


- Potential women leaders will be identified in the year III 
so that their skills and influence can be used to involve 
more families and the community at large in the 
Coalition’s reproductive health work. Eventually these 
leaders will be given training and possibly act as depot 


holders for Vitamin.A capsules, ORS and some 
contraceptives, 


- Reproductive health care will remain as the organization’s 
main objective, usi 


| ing adult literacy, research and income 
nie as an additional means of helping women to 
tter and further develop themselves and their children. 


The research unit will be dey 


employment of additional 
Facts and f igures 


eloped more by training, 
staff and technical assistance, 
from the research unit will be used asa 
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Ay 
basis tor the Coalition advocacy programme for more and 


better reproductive health services for women. 


From being a service provider, the Bangladesh Women’s 


Health Coalition is now planning to take a more vocal 
role in women’s development. 


Introduction of additional subjects for field group 
lectures such as sexuality, provision of equal attention 
to girl children and improvement of women’s self-image. 


New methods of teaching the above topics will be devised 
using flipcharts, models, songs and, where port slide 


shows. 


Arranging for training of women’s groups in income 


generating skills; 


Assistance with marketing of products made by the women’s groups. 


RECOMMENDATIONS : 


1. 


ii. 


iil. 


A major preoccupation of most NGO managers is funding. 
Ideally, every NGO should be financially self-sufficient. 
In reality it is next to impossible. The solution probably 
lies in the running of successful revenue earning 
projects, collecting local contributions of cash and kind 
and assimilation into the government system. 


There is not enough coordination and collaboration between 
NGOs and the government and vice versa. More give and take 
in sharing of knowledge, training, resource and experience 
can only lead to more rapid growth in development. In 
addition, new avenues of cooperation between the 
commercial or business world and NGOs with respect to 
overall development must be devised and initiated to 
maximize the efforts of the activities and efforts of 
their two spheres of work. This is one of the most 
difficult challenges that face the development world. and 
more thought and energy must be spent on it. 


Working over the years since 1980, the Coalition has 


realized that an integrated and. ana aaron Lone approach 
ig necessary to improve the status of the women’s health. 
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Gradual Expansion and Change of Emphasis: 


Four distinct phases can be identified in the evolution 


of CCDB over time: 


Relief and Rehabilitation Services. 


1972 - 1973 - 

1973 - 1977 -~ Heavy input based project in the areas af 
fisheries, agriculture and health. 

1977 - 1981 _~ Small-scale labour-intensive activities. 

1981 - to date - People oriented small-scale development 


activities for community development. 


During 1973 - 77 the CCDB was primarily engaged in large-gcale 
heavy input based projects in the areas of fisheries, agriculture 
and health. 


Following the first two phases, the CCDB started experimenting 
with small labour intensive activities. This change was made 
because it was found that the capital intensive large-scale 
activities were not benefiting the targeted poor part of the 
community. The period of this third phase of CCDB iwad lasted from 
1978-1981. 


Since 1982, the CCDB changed its total development thrust to 
people oriented, small-scale development activities. The CCDB is 
now working with an integrated community development approach 
which they have divided into two variations: 


1. The multisectoral approach to development with special 
—— on community participation. The main areas of the 
activities identified by the CCDB are, education, 


eee of the disadvantage groups, women development 
community health etc, 


ii. 


innovative/creative aven 
ty : snues whic 
anticipated, h cannot always be 
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‘NEEDS OF THE TARGET POPULATION AND CONCERNS OF THE ORGANIZATION: 


CCDB has identified a series of "Shared Concerns" and "Values" 
through dialogue and working process among the oppressed, poor 
and powerless people of their working areas. That concern refer 
to a general condition that need to be changed. In light of the 
working experiences and the vision shared with community members 
the CCDB has identified five general concerns that need to be 
addressed to change the situations which were: 


The people and their education for human development. 
The people, their land and empowerment. 

Women and their advancement. 

The people and their health in the community. 

The people and their special needs. 


SUMMARY OF THE COMPONENTS OF CCDB MULTI-SECTORAL PROGRAMMES: 


Development Education : 


Group formation training, social awareness training, CCDB 
orientation training, leadership and social change training, 
grass-root planning training, simple accounting training, 
special leadership training, dialogue sessicn, sharing 
sessions. 


Skills Training = 


Pump/engine mechanical training, carpentry training, 
electrical training, tailoring training, handicraft 
training, welding training, lathe operation training, bee- 
keeping training, weaving training, motor cycle repair 
training. 


Literacy and Functional Education : 


Adult education, children education, follow-up for new 
literates, celebrating World Literacy Day, training for 


literacy teachers. 


Agricultural Extension : 


Service and training on horticulture, grafting and budding, 
tree plantation, vegetable cultivation, promotional work for 


agri and fisheries demonstration. 


Livestock Care : 


Livestos = 


Poultry and duck training for women, cattle and goat care 
training, poultry, duck, cattle and goat vaccination; cattle 


deworming. 


Women’s Advancement_-: 


Training on women’s rights, legal assistance; promotional 
work on women’s 18SueS; celebrating the World Women’s Day- 


Savings and Credit_: 


Extension of credit viz. small (short term) credits, medium 
‘term credit, long-term credit, emphasizing savings habit. 


Environment_: 


Awareness training, promotional work, environment study. 
Fach of the programme areas include trainers' training; 
holding of workshops and seminars, and review and evaluation 
of the programmes. | 


COMMUNITY HEALTH AND FAMILY PLANNING: 


Health and family planning programme of CCDB is an integral part 
of its community development programme. The CCDB devised its 
health programme with a big spectrum of activities which includes 
most of the components of the CHC/PHC and all of them fully or 


partially related with the female health. The components of the 
CCDB health programmes are: 


--araigaesiiaan health education, nutrition/growth monitoring 
training, health training for primary health care medicine 
support, distribution of sanitary latrine slabs, vitamin "A" 
supply, family planning awareness training and supply of FP 
devices, training of local health promotors, demiod liary 


services by TBAs, holding TBA co 
» ho convention and celebrati 
World Health Day etc. Se ae 
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The Broad Objectives of the Health Programme: 


— broad Ghgsebives of the CCDB health programme are to ensure 
e following health requirements of the largest community 
people, (especially the group members of the organization). 


Access to safe drinking water. 
Access to sanitary latrine. 


Full child immunization in the whole working areas. 


Access to family planning educatian and devices. 
Access to basic health education. 


To have kitchen garden and poultry. 


The Specific Objectives of the Health Programme: 


12. 


Functional education on health. 
Extensive immunization. 


Supply of low-cost sanitary latrine. 


Ensuring safe drinking water and repairing tubewells 
which are out of order. 


Ensuring easy access to family planning devices and 
motivating local community and religious leaders. 


Continuing MCH and growth monitoring of children. 


Educating and motivating people to use the facilities 
available in the health and family planning programmes. 


Increasing member of TBAs and using them more effectively. 
Ensuring the availability of essential drugs at low-cost. 
Building up a local health worker cadre. 


Initiating programme to remove social prejudice and 
superstitions in relation to family planning. 


Alongwith nutrition education encouraging vegetable 


gardening and poultry raising. 


‘“”- 


13. 


14. 


15. 


16. 


17. 


18. 


Continuing health education programme to the teachers: 


Extensive health worker training. 


Mobile film show. 


Vitamin "A" capsule distribution. 


Baseline survey to collect health and family planning 


related informat ion. 


Celebrating World Health Day, etc. 


ACTIVITY AND STRATEGY FOLLOWED: 


The service package of CCDB health programme is fairly 
comprehensive. For expositional convenience the whole programme 
may be divided into the following components. The implementation 
strategies of those components are also described side by side: 


Health Education _: 


To provide health education at field level on different 
preventive health related aspects, field level workers and 
TBAs offer individual discussion and group discussions to 
the beneficiaries. As communication materials flipchart, 
poster, bill board are used by them. 


Essential drug supply (Diarrhoea, dysentery cold, fever, 
worms, malaria and other common ailment): 


Drugs are supplied at 50% subsidized rate among CCDB group 
member. For the other community members the rate of subsidy 
is 30%. Health workers and village doctors give free 
prescription and refer to hospital if necessary. 


Health workers/primary health workers‘ training: 


Training courses are arranged at central and field level for. 
the health workers. Duration of the courses varies from 4 to 


ie days. Refresher courses are also arranged duration of 
which varies from 1 to 4 days. 


Immunization is compulsory for the CCDB beneficiaries. 
Activities included are survey and selection, motivation and 


vaccination. Trained health workers and TBAs are responsible 
to carry that out. 


Health training for primary school teachers : 


Teachers from govt. and non govt. primary schools in the 
project area receive this training. Training is conducted in 
cooperation with upazila health personnel. 


TBA Training : 


The CCDB Traditional Birth Attendance Programme was 
originally conceived as providing skill enhancement training 
to two categories of traditional health care providers { TBA 
and VHP ( Village Health Practitioners)}, However the CCDB 


gave major emphasis on the TBA training rather than on the 
VHP. 


The TBAs are selected from specific parts of the. country 
where the three (3) training centers are presently 
established. The centers are located in three Upazilas, 
respectively they are Manda, Gournadi and Ishurdi. 


Initially the TBAs are surveved, identified and selected 
from the localities. Each center is responsible to 
perform this function by selecting 840 TBAs within the 
current three years plan. The selection are done on the 
basis of Knowledge, Attitude and Practice (KAP) study for 
the primary purpose of identifying genuine TBAs. 


There are two types of trainings conducted by the CCDB: One 
basic course and two refreshers courses. The duration of the 
basic course is 11 cays with a traveling for one day for 
TBAs. Each of the refresher courses are of 3 days duration 
with a one day traveling time. The major element of the TBAS 
training programme are - Role of TBAs in MCH, Ante-natal 
care, Management of minor ailments related to high risk 


group, Immunization and Family Planning. 
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Family Planning: 


- CCDB health workers arrange training for group members 


at field level. 


- workers are trained centrally. 


- one day workshop is arranged for local leaders at 


project level. 


- contraceptives are collected from govt. and NGO sources 
and distributed by health workers and TBAs. Motivation, 
follow-up and referral services are also given by 
health workers and TBAs. 


INTEGRATION OF HEALTH PROGRAMME WITH OTHER DEVELOPMENT ACTIVITIES: 


1. Integration of health education with development education 
especially with group formation process. 


2. Incorporation of health education as a part of skills 
training. 
3. Enhancement of income and supply of food and nutrition 


through agricultural extension, poultry raising programme. 


4, Incorporation of immunization is a mandatory part of 
savings and credit programme. 


Ss eto of health education in curriculum of 
delivery and adult education programme. 


6. Inclusion of PHC components in the training of TBAs. 


7. , ; ; 
ntegration of family planning activities within the women 
advancement programme. 
8. I i 
ntegration of emergency medicine supply team 


activities with the credit group activities. 
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PROGRAMME PRIORITY FOR FEMALE GROUPS: 


Female beneficiaries are getting priority in all the health 
related activities of CCDB, Some of the programmes are 


exclusively for the female groups like, TBA training programme , 
safe delivery kit promotion programme etc, 


However, no systematic Study has ever been done to sort out the 
major and minor health problems of the female groups in the 
programme areas. As per information available the total number of 


female beneficiaries is 25,200 while the number of male 
beneficiaries is 16,800 only. 


MOTIVATION COMMUNICATION SYSTEM: 


Majority of the beneficiaries of the CCDRB health programme come 
with in the service delivery system of the organization through 
their functional group formation process. Preferably the group 
members of the CCDB credit programme are the beneficiaries of the 
CCDB health programme. However, some of the services are for the 
general people of the community, like: 


i TBA training programme. 

a Health education programme. 
Be Immunization programme 

4, Family planning programme. 


MAIN ACHIEVEMENTS OF THE PROGRAMME : 


CCDB’s TBA programme is an example of a successful programme. The 
whole programme was designed with a pragmatic perspective, based 
on participatory experiences thus suiting better with the TBA’s 
traditional mode of practice. As a result the acceptability of 
the training among TBAs of the locality is very high. Also it is 
found to be highly effective in changing their traditional mode 
of birth practice, which is helping to reduce the levels of 
maternal and neo-natal mortality in the working areas of CCDB. 


More specifically, it has been found that following ‘reining ; = 
TBAs performed better in delivery services under hygienic 
conditions: were able to function better in pre-and No teeee os 
care: were able to provide more services in maternal and child 


health care, in aspects of primary health care and in family 


planning. 
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itiated in 1984 and it has been an 


The TBA Programme was in 
kills to over 2200 TBAs. 


effective tool in enhancing S$ 


A widely acceptable safe birth kit development is also a 
evement of CCDB health programme. In developing 
approach has also been followed. 
ICEF and GOB and to 


mentionable achi 
the safe birth kit participatory 
The kit is being certified and accepted by UN 
be distributed and marketed nationwide. 

As shown in a recent study named: "The ef fect of CCDB programme 
en the life of people” a substantial number of beneficiaries 
admitted that they are practicing the knowledge gained from CCDB 


health education programme. 


By making immunization and family planning compulsory for. the 
CCDB beneficiaries, it has successfully improved their rates of 
acceptance of booth in the programme areas. 


COST EFFECTIVENESS OF THE PROGRAMME: 


No cost effectiveness analysis of the programme has ever been 
done. However, as the health programme is integrated with other 
development activities of the organization it is expected that 
the programme is relatively cost effective. For example, in case 
of TBA training programme although the per unit cost of the 
training is higher than other organizations, in terms of quality 
and duration of the course it seems to be cost effective. ; 


MANAGEMENT AND MONTTORING : 


Samity Health Promotors and TBAs are working at the group level 

ial grass-roots, as non-paid volunteers of the organization 

mae they are given a 12-day training. A one-day kabhaaieel 

ins — oie each month. Samity Health Workers and 

atl ae... ae and supervised by the respective 

auc ees n turn = Organizers are responsible to 
, cer for the administrative issues. 


At 

enti. ax pit the Programme Officer (Health) is 

cretion. >. ee all — health related activities of the 

supervised by the 7 acy officer is directly responsible and 

che a a ; 1rector of the organization. The hierarchy of 
rogramme may be presented as following: . 


Director 


Programme Officer Programme Coordination eo 
(Technical ) Officer (Admin) 


Project Officer 


Community Development 
Officer 


Health Organizer 


Samity Health Promoter & TBAs 


MANAGEMENT INFORMATION SYSTEM FOLLOWED : 


All field level activities are recorded and compiled on monthly 
basis to send that to the respective section. These monthly 
reports are shared during the quarterly project coordination 
meetings. These monthly reports are compiled on half yearly and 
annually for wider dissemination. Aside from this, there are 
some other reporting and documentation system like preparation of 
periodic workshop report, especial activity report and annual 
report etc. 


TRAINING AND EDUCATION FACILITIES 


Field level health workers’ training are always arranged at field 
level, which is conducted by health organizers and other project 
level staffs. Other staff training on different health aspects 
are conducted/arranged at central office. Many of those trainings 
are organized in collaboration with other organizations like, 


VHSS, INFS, etc. 


Sometimes staffs are sent to the other organization to 
participate in training courses or orientation sessions relevant 


to their assignments. 


CCDB usually does not arrange or conduct training courses for the 
outsiders. But, in case of any special request few special types 
of training courses are organized for the staffs of other 


organizations. 


40 


PROBLEM FACED : 


= Routine administrative problems; day to day petty 


administrative problems. 


- Frequent resignation of field level and Mid level staffs 


after working a certain period. 
- Insufficient supply of medicine. 


- Low salary and allowance of TBAs and health workers. 
= Want of skill and motivated workers. 


- Insufficiency of training materials and lack of suitable 
environment for organizing training. 


- Lack of coordination among health workers and development 
workers. 


ORGANIZATION’S FAILURE : 


With an objective to improve the quality of village practitioners 
a training programme was launched by the CCDB in 1985 to train 
them up. But after a certain period it had been realized that, as 
they received the training the village practitioners became 
impatient and least concerned about the preventive aspects of 
community health i.e. the motivation to become an effective 
health workers seemed to be lacking among them. 


As a result the risk factors were rather aggravating. With the 
above realization the programme was subsequently abandoned. 


FUTURE OF THE PROGRAMME: 


oe of the Samity Health promotors and TBAs will be 
continued. The CCDB wants to continue it with the objective of 


ensuring ‘oi ebcameensibermstes: of a group of trained health workers in 
the communities of the working area of CCDB. 


There is no plan for f 
r further expansion of th Sate’ 
the next three years. lle sihorcinbainauad dees aise 


RECOMMENDATION : 


1. 


The traditional practice of health in rural Bangladesh in 
being discouraged and gradually disappearing as a result of 
modern interventions. Steps need be taken to recover the 
traditional knowledge and practices side by side with the 
continuation of modern intervention packages. 


Health Programme of NGOs should be designed in a way, so 
that people’s health will remain in people’s hand i.e. 
external dependency of the people should be discouraged. 


Chapter 4 


RADDA BARNEN 


HISTORY AND BACKGROUND 


Radda Barnen (Swedish Save the Children) 
started working in Bangladesh in June 11, 
1974. It launched it’s operation with a 
Maternal and Child Health-MCH clinic at 
Mirpur; a suburb at the outskirts of 
Dhaka city. The targeted beneficiaries of 
the programme were the mother and the 
children under 5 years of age. In fact 
the Radda Barnen clinic was the only 
institution in that locality at that time . 
to provide MCH services. Initially,the 
organization had been providing only 
curative services. However,considering 
the large number of malnourished cases 
and potential Family Planning ( FP ) 
acceptors Radda Barnen initiated two more 
service components which included (i) 
Nutrition Education with supplementary 
foods for children; and (ii) providing FP 
contraceptives to the mothers. 


Beside working in the field of MCH with 
two clinics a number of community 
development activities were also being 
carried out by Radda Barnen during 1974 - 
1984. 


In 1985, considering a larger demand 
compared to the existing availability of 
services, the programmes were extended to 
some outreach areas. In this phase, 
initiatives were taken to involve the 
community people in the programme 
activities. Results of these initiatives 
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were found to be rewarding - Local people offered two club 
buildings in two different areas. Immunization services; followed 
by curative services were arranged twice in a week in these club 
buildings. Subsequently: services through the clubs were 
withdrawn and a 3rd clinic of the Radda Barnen was established in 


the same locality. 


As a result of working in the areas of MCH over the years the 
Radda Barnen had accumulated a lot of experiences and gathered 
ideas regarding the welfare of the target population. With a view 
to share the ideas and experiences; it initiated'a training 
department in 1985 to provide training to the outside 
participants involved in MCH service delivery activities. 
Refresher training courses were also a part of this programme. ) 


In response to increasing patient load in the existing 3 clinics 
two more clinics were opened in two different localities; the 
last two were opened in June, 1989 and December, 1989 
respectively. 


Since 1986 Radda Barnen is running a training programme for local 
TBAs. Identifying the local TBAs is also part of the training 
programme. In 1989, it undertook another initiative to reach the 
females at high risk through a new outreach programme ( which 
vaccinate women of reproductive age group with two doses of 
antitetanus vaccine). Vaccination is being done in the garment 
factories, schools and colleges of the Mirpur areas. Besides, 
health education classes are also being arranged in each of the 
spots before the first TT injection camps. 


At the beginning of 1990, Radda Barnen incorporated another 
“pai | training course on MCH for the doctors working in 
oo NGOs and government agencies, especially for those 
involved in the field of Maternal Child Health Care activities. 


eas. — Barnen is providing MCH services through five 
ou  shgagaglls inics in the Mirpur ares, conducting training on 
MCH, imparting training to the TBAs and conducting anti-tetanus 


' 


With it’s fiv - ini 
e out-patient clinics located in five different 


wards of Mi i i 
es ‘ rpur areas this organization is currently providing 
CH services to an estimated number of one million people 
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NEEDS OF THE TARGET POPULATION 


The estimated population of Mirpur area at present is about one 
million. As like as any other part of the country, mother and 
Children are the most vulnerable groups of the society in terms 
of health risks. Compared to the niimber of population, 


availability of government and other health facilities in the 
locality is inadequate. 


A large majority of the people of the area is of either lower or 
middle income group. As a result, the inadequately available 
health facilities whatsoever also remain out of their reach. 
This,indeed, indicates a high risk for the most disadvantaged 
groups, i.e, mother and the children. 


Further, Knowledge about preventive health aspects among people is 
very low, and birth practice is mostly traditional. The socio- 
demographic situation is the underlying reason for this. 
Therefore, health education, in particular, awareness about 
preventive health aspects and MCH services are the most needed 
services for the majority population of this locality. 


With this realization, Radda Barnen is providing health care 
services and knowledge to the most vulnerable groups of the 
society. Thus, the targeted population of the organization are 
the mothers and the children, especially, women with poor health 
care knowledge. 


OBJECTIVES OF THE ORGANIZATION: 


- Educate external and internal health staffs in MCH through 
education department. 


- To reduce the mortality and morbidity rate among mothers 
through a well functioning prenatal and postnatal care. 


To reduce the mortality and morbidity rate among children 
through effective preventive care including vaccination. 


©: Raise the vaccination coverage in Mirpur via efficient 


program including field motivation. 


- Raise the general awareness about health through an 


intensive mother education program. 
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Educate a maximum of Mirpur TBAs through the Government 


supported TBA training program. 


alnutrition rate through Nutritional 


Reduce the m 
a stress on mother 


Rehabilitation activities with extr 


education. 


To give a good FP service to the women requiring the 


services. 


ACTIVITY AND STRATEGY FOLLOWED : 


The main components and sub-components of the Radda Barnen 


programme are as following: 


Ae 


Training and Education Facilities 


oO Training of own staff to improve knowledge & 
services according to the MCH related training 
needs. 


o) Training of paramedical staff from different NGO & 
GOB through 3 weeks MCH course. 


re) Training of Doctors from NGO/GOB through 1 week MCH 
refresher course. 


fe) Training Health administrators and TBAs. 
o Encourage visit of the services recipients. 


Maternal Health 


fe) Motivation through group talks using audio visuals, 
home visit, and practical demonstration. 


fe) Antenatal check-up 


e) Postnatal check-up 


FP advise/promote different methods 


oO TBA training 


TT vaccination for fertile age group women (15 - 45 yrs) 
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Cc. 


fe) Health Education. 


Child Health 


re) Under fives clinic 
re) Vaccination Programme 
re) Nutrition Programme 


re) Indirect help through Antenatal, Postnatal, TBA 
training and FP Programme. 


The programme components and their respective implementation 
strategies are as following: 


1. 


Education and Training 


Mother Education : 


When children and mothers receive services in the 
departments of immunization consultation, pre- & post-natal 
care, family planning or nutrition; the mothers always 
attend classes in groups before they get other services. 


Mother teachers take classes on relevant topics for 15 to 20 
minutes. A short practical session is also being arranged 
where flipcharts, posters, pictures are used to supplement 
the theoretical contents. 


One week refresher course for Medical Graduates on MCH-FP: 


One week courses on MCH care for GOB/NGO staffs are 
organized: once in a month with 12 student per course in 
residential training center annexed to the MCH main clinic 
at Mirpur. Medical graduate working in the MCH_FP field 
either in GOB or NGO sectors are the targeted trainees of 


the course under review. 
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Three weeks MCH-FP course for registered nurse / registered 


midwife: 


This three weeks course on MCH-FP components for GOB/NGO 
staffs are organized once a month with 18 students per 
course in residential training center annexed to the MCH 
main clinic at Mirpur. Registered nurse and midwives working 
in the MCH-FP field either in GOB or in NGO sectors are the 


targeted trainees of the course under review. 
Three weeks MCH-FP course for paramedics and health workers: 


This three weeks course on MCH-FP components for GOB/NGO 
staffs are organized once a month with 18 students per 
course in residential training center annexed to the MCH 
main clinic at Mirpur. Paramedics and health workers working 
in the MCH-FP field either in GOB or in NGO sectors are the 
targeted trainees of the course under review. 


Four week training course for Traditional Birth Attendants 
(TBAs/DIAs): 


This course is being conducted by one of the senior FWVs who 
attended government training on "Training of Trainers", for 
TBAs. Five TBAs forms a group, who participate in 
theoretical classes in the main clinic, and for practical 
training purpose TBAs visit Azimpur Maternity Centre, Dhaka. 
After successful completion of the course the TBAs are 
awarded a certificates. Together with this, a ‘delivery kit’ 
is also provided by the authority to the TBAs. 


Clinical Programme 


Patients Reception 


Two types of card are issued from the reception desk, one is 
for children under 5, with a "Road to Health Chart" and 
other one for expectant mothers. Taka five is charged for a 
new card with registration number and services, revisits 
are free of charge if it is for any preventive care. 


Howev j : ; 
ever, if it is for consultation or treatment Taka one is 
charged for each Visit. 


J * Weighing: 


After pnneaing through the reception desk children are taken 
to the weighing department, and they are being weighed on 
oy visit. Weight is recorded on their ’road to health 
chart’ and explained it to the mothers. From there, mothers 
are referred to health education classes. 


Mother and Child Welfare (MCW) : 
Services delivered by this department are as follows: 
Vaccination : 


~ to children of 0 - 1 year age group; 
- to expectant women; 


- to female of child bearing age group (15 - 45 years). 


Antenatal & Postnatal Care : 


Antenatal check-ups of women consists of health education, 
general screening by taking weight, height, blood pressure, 
position of fetus etc., to make sure that the pregnancy is 
progressing normally. Analysis of urine and blood tests are 
also carried out. Iron, calcium and TT vaccines are given to 
the mothers if necessary. 


Both mother and baby are being examined at the time of post- 
natal care. Service includes: examination of nipples and 
discharge from umbilicus of the child. In addition, proper 
care is also taken so as to ensure that breast feeding is 


done correctly. 


Consultation : 


Mothers who need treatment for their sick child, are 
advised by the weighing department to attend health 
education classes. Generally a group of 15 mothers after 
listening to lectures delivered by Mother-Teachers for about 
15 minutes, proceed to consultation department where 


Registered Nurses examine and diagnose the sick children. 
he nurses are available in the 
Every details are recorded 
Nurses are supervised 


Medicines prescribed by t 
dispensary of the organization. 
in patients " Road to Health Charts”. 
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s as referred 


by qualified doctors who also examine patient 


to by the nurses. 

Children with malnutrition or not fully immunized ars 
referred to the concerned departments within the clinic. 
More serious cases that need intensive care are referred to 


other hospitals. 


Laboratory : 


Laboratory located in the main clinic carries out routine 
stool, urine and blood analysis. 


Injection & Dressing (1&D): 


I & D department takes care of injecting antibiotics, 
dressing and cleaning of burns and skin infections, “minor 


wounds and abscesses. Besides, sterilization of clinical 


equipment is also being done here every day. 
Dispensary : 


With prescription from doctors or nurses patients proceed to 
the dispensary where they pay taka five irrespective of the 
amount of medicines received. Different types of medicines 
are available here for regular use. 


Nutrition : 


The Nutrition unit is a part of the main clinic. Children 


below 60% weight for age are referred to this unit from the 
other 4 clinics. 


After admission a malnourished child is being weighed again, 
and following a thorough medical check-ups (e.g., stool, 


urine and blood test etc.) the child undergoes the routine 
programme of the centre. 


Mothers bring their children as per time of the shifts, e.g 
from 8:00 a.m. to 12:00 noon and from 12:30 p.m. to 3:30 


. . A é : 
p.m ae iis attend daily classes on nutritional health 
education for 20 to 30 minutes, 


~ 
+ 


eo 


Children are discharged when they gain 70% weight for age. 


Mothers are advised to bring their child for further check- 
ups at least once a week, | 


Children having severe malnutrition problems are referred to 


Children Nutrition Unit (SCF, UK) for admission and further 
treatment. 


Family Planning (FP): 


F P services are considered as an integral part of the MCH 
programme. 


Only temporary methods such as oral pill, injectables, IUD 
and condom are provided. Most FP materials are supplied by 
the government through Thana Family Planning Office. 


Sterilization cases are referred to the nearby government 
clinic. 


Field Works : 


Family Welfare Assistants (FWAs) do home visit to follow-up 
the clients’ performance. Moreover, the FWAs also inform 
people about their services, motivate them to accept 
preventive health measures, provide specific education on 
various health aspects. 


Education and motivation is carried out in the field with 
groups of mothers. Referral.cards are issued so that 
necessary follow-ups can be done in case of lack of 


responses. 


Tetanus Toxoid(TT) vaccination programme for garment 
factories of Mirpur areas: 


This is a special drive to vaccinate women of child bearing 
age group (15 - 45 years) working in different garment 
factories of Mirpur area with antitetanus vaccines. 


In addition to the vaccination, health education sessions 


are also being arranged for a short period. 
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MOTIVATION COMMUNICATION SYSTEM 


being carried out inside and outside of the 
clinic. At present 35 Family Welfare Assistant working in the 
organization visit home every day from 08:30 am to 01:30 pm. 
Each clinic has got six worker who are responsible for covering 
the adjacent areas of 4 particular clinic. Field Workers carry 
hich are used during the health education 


flip chart/poster whl 
sessions, group discussions or individual motivation works at the 


field. They also issue a referral card to those mother who are 
motivated and wishes to visit the nearby Radda Barnen clinic for 
service. Beside FWAs other teacher, nurses and other staffs 
also take. part in the motivational activities to promote the 
preventive care norm. Motivation on immunization FP, etc,is also 
done inside the clinic by other staffs. For example, if a mother 
visits the clinic and +f her child is sick, a nurse inquires 


whether the mother has immunized her child before prescribing 
medicines; if the answer is no she refers the mother to the 


Motivational work is 


concerned department for immunization. 
MAIN ACHTEVEMENTS OF THE PROGRAMME: 


- Covering the whole Mirpur area by rendering MCH services 
with five clinics. 


- Daily patient visits are increasing. 


- Vaccination completion rate ( BCG-DPT-measles for children ) 
is much higher than ever before ( i.6.,60 %). 


A good response and co-operation from the locality has been 
achieved. 


A high completion rate of IT vaccine among females of 15-45 
years of age. 


{ 
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Succe 1 
sful promotion of preventive health care norm among 
mothers at a substantial level. 


Served a large number of mother and children. 


Lee 


Substantially minimized the medical cost of the 
beneficiaries. 


MANAGEMENT AND MONTTORING : 


Except for the main clinic four Medical Doctors each are 

administratively responsible for each of the clinic . At the same 
time they are also involved in providing medical care to the 
clients. They are assisted/replaced by a Deputy Clinic Incharge 
as and where needed. Besides, there are also some Department 
Incharges in every clinic who look after particular 
departments. In the main clinic administration is dealt with by a 
Clinic Coordinator’ who maintains necessary co-ordination with 
other four clinics. Issues like medical policies, selection of 
appropriate medicines and solution of ‘major clinical problems are 
handled by a ’Medical Consultant’ who works in the main clinic. 
Major decisions making, changing of rules and policies of 
employees, recruitment of employees, budget preparation, dealing 
with high government officials regarding prajects, etc,. is being 
done by the ’Administrative Director’ or the ’Field Director ’. 


Field Workers’ motivational work in the field are supervised by 
an Incharge/Deputy Incharge. Special instructions to them are 
also given on time by the Medical Officer/Clinie Incharge. In the 
clinic Deputy Incharges perform the supervision work but the 
overall supervision is done by the Medical Officer. Supervision 
through arranging meetings is also done in each clinic on a 
regular basis in every month. 


MANAGEMENT INFORMATION SYSTEM FOLLOWED : 


Keeping records of daily patients attendance, number of services 
delivered, total doses of immunization provided, number of 
contraceptives distributed, number of new patient registered, 
number of drop-outs; number of. follow-ups etc., Ls ene 


responsibilities of each Department Incharge. At the end of the 


month each Department Incharge submits a performance report to 


the Clinic Incharge or Deputy Clinic Incharge. The Clinic 


Incharge filled out 4 prescribed 
the data he/she was provided by the Department Tncharge of the 
elinic. All the four Clinic Tncharge/medical Officers submit the 


Yactivity report’ to the Clinic Co-ordinator at. the end of the 


month. After receiving the reports the Clinic Co-ordinator 


Evancd: FP activities of the project and then 


form of monthly statistics with 


compiles the EP 
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prepares a single EPI & FP performance report which is regularly 


submitted to concerned government authorities. Finally, the 


Clinic Co-ordinator hand over all statistics to the 


Administrative Officer of the project, responsible for the 
preparation of overall Yactivity report’ of the project who then 
sends it to the various government agencies’ including* ‘concern 


ministries. : 
EVALUATION AND MONTTORING 


Monitoring is being done by the Clinic Incharges/Medical 
Officers by comparing the performance report of previous month 
or year. Also activities are evaluated in the regular monthly 
meeting. Evaluation is also undertaken to know patients/clients 
satisfaction over services provided to her or to access attitude 
of the mother regarding the time spend in the clinic to get a 
services. Evaluations is also being done to access breast feeding 
knowledge of the mothers, their knowledge on weaning foods, etc. 
Staffs’ knowledge and skills are also evaluated time to times for 
upgradation. . 


DOCUMENTATION SYSTEM: 


Monthly report on activities/performances are prepared on the 
basis of data collected everyday on a prescribed form. Quarterly 
report are then prepared and, finally, these are compiled 
together to prepare the annual report. 


PROBLEM FACED : 


= Lack of education specifically lack of health education 
among mothers is standing as a barrier for the Success of 


EPI programme and other preventive health care promotion 
programs. 


TT vaccine completion rate has been declining,especially the 
rates of dropouts in TT-II has found to be higher. 


Rate Ss of dr ~ ~~ _ i=. 
higher. 


Ante i LSj 
; natal aeenvs visit has been found low compared to 
clients receiving BCG vaccine (for new born baby) 


54 


— oe. . er 


. Drop-out rates in Nutrition department has also found 
higher. 


Mother are not always using the TBAs who received training 
from Radda Barnen. 


Irregularity in contraceptive and other logistic supply 


MAIN ACHTEVEMENTS OF THE PROGRAMME: 


TOTAL POPULATION OF MIRPUR AREA IS = 1000,000 ( APPROX } 


Children under 1 year = 22.000 (2.2.90) 
¥ a " = "705000 (7 %) 
a — = 150,000 (15 %) 
Female = 490,000 (49 %) 


MCH services provided by Radda Barnen in Mirpur area in the 
year 1989 to Mother and Children (under 5) are as follows : 


Total no. of patients visited = pes, O05 
(in 1989) 
of which women = 97,658 
and children = @ld,947 
Children : 


Vaccination coverage in Mirpur for under 1 year children 


Estimated children under 1 = 22,000 
Children fully immmized = 12,827 
Total vaccine coverage in Mirpur is = Sone 


Total completion of vaccination from BCG (21,391) to Measles 


(12,827) = GO% 


Children under 5 received curative services 


Estimated children { 0 to 5 years) = 2820000 
Received curative services in 1989 = 142,457 = 59 % 


D5 


Female: 


Female population = 490,000 = 49 % of the total Mirpur 


population 
= 29,099 (in 1989) 


- TT vaccine given to 


- TT vaccine completion rate = 73 % 

- Antenat-1 Checkups (no. of visits) = Or Ole: 

- Postnatal checkups = 4,291 

- Family Planning new acceptors = 5,133 

- Family Planning clients revisits = 21,463 

~ No. of mother took part in health ier 
education classes = 242,298 


FUTURE OF THE PROGRAMME: 


- More priority to be given to both Radda Barnen staff 
training and MCH refreshers’ training to outside health 
professionals, health workers and Medical Doctors. In 
addition a delivery unit for antenatal clients may also be 
established. 


“~ Main emphasis of the organization will be on training 
programs. Long time’s experiences of the organization is 
planned to be transferred among different level health 
professionals and para-professionals of the country. 
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Chapter 5 


Save the Chi laren Fund 
oc — UK ) 


HISTORY & BACKGROUND 


The Save the Children Fund is an 
apolitical, non-religious, non-profit 
making charity which was founded in 1919 
for the relief, welfare and development 
of disadvantaged children, irrespective 
of class, creed or country. 


The Save the Children Fund (UK) first 
worked in Bangladesh in 1969, with a 
relief and rehabilitation project at 
Bhola, a south eastern Island struck by 
the tidal bore of that year. 


Immediately after the Liberation War, SCF 
opened centres in and around Khulna. to 
provide emergency medical aid and food 
for children: Ever since then, SCF has 
been working in Khulna City. 


In 1975, SCF (UK) initiated two other 
programmes; The River Project at Jamalpur 
and the Children’s Nutrition Unit in 
Dhaka. Its programme in Shariatpur is 
only just commencing. 


The River Project was started in Jamalpur 
for disaster relief. Since then, 
activities have developed into a major, 
comprehensive rural development programme 
with emphasis on health, education and 
income generation ( including a credit 
and savings scheme). 


(| 


: 
The Children’s Nutrition Unit (CNU) at Mogh Bazar 1S the only 
institute of its kind in the country, if not all of South Anse 
In 1988 the project moved into its own tailor-made building in 


the same area of Dhaka MAity. 


ed in the charlands of Shariatpur District, 


In 1990, work commenc 
clean 


with income generation through a savings and credit scheme, 
water and sanitation, training of TBAs and Community Health 


Practitioners and the establishment of Village Health Committees 


the main components. 


Both of the projects of SCF(UK) at Khulna and Jamalpur have 
gradually developed into community-based, integrated development 
programmes. SCF has shifted its emphasis over the years towards 
longer-term development work, away from purely service provision. 
Children cannot be helped in isolation; their lives are inex- 
tricably linked to their environment and their families. An 
integral part of its work is to help other’s services develop to 
improve children’s health, and education, and the incomes of 
their families. Efforts to try to enable families and communities 
improve their own circumstances, and obtain independent access to 
resources rather than to be reliant on others, are emphasised. 


In summary, SCF (UK)’s initially worked in Bangladesh as a relief 
provider, ie with a welfare approach. Subsequently, it concen- 
trated on service provision, particularly for mothers and chil- 
dren, including clinical services and feeding centres. Now it 
works at the grassroots tevel, with a long-term development 


strategy to build basic, sustainable services for permanent 
benefit. 


NEEDS OF THE TARGET POPULATION: 


= target population of SCF is disadvantaged children, usually 
in a family context, particularly slum and landless families, oni 
bee and destitute families, and families at high risk. It 
identifies the major causes of these families’ poor health and 
other basic problems as lack of security of livelihoods and 
eapegs degraded and unacceptably bad living conditions 

npbahews and living standards; little or no access to the ‘oan 
basic health, education and productive resources. : 


° 


ALSO, the CNU at Moghbazar in Dhaka provides general MCH out- 
patient services and in-patient services for children who are 
peverely malnourished, as well as to people from Dhaka slums 

This Unit educates parents on all aspects of SS 
(causes, prevention and cure). All grades of health personnel 
Ppetuding medical students) from Government and NGOs, national 
and international, are trained. Research into nutritional prob- 


lems of immediate importance to the Unit and to Bangladesh is 
conducted. 


In all of the projects of SCF, special attention is paid to poor 
women-headed families, as these are actually and potentially the 
most distressed, vulnerable and insecure. — 


WORK OF THE ORGANISATION: 


The established programme of SCF(UK) can be divided into three 
areas as follows: 


Se 
eed neeeealieeieentimectiinetieeeatiieenentinenendinamentietiiemnatitementitennntiettcenmnticonet tmntimntieticematimntiteentiemtiementiemetiecticeeetine tice ti ai ire TrMiRMICOICsRTICIC S eel eeielieel 


o N U Khulna Project River Project 
Urban community-based Rural community based 


— 
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Programme Components Programme Components Programme Components 


1. Out-patient Department 1. Central MCH Clinic 1. MCH Activities 


with general MCH 
services: curative; 
immunisation; family 
planning; referral; 
ante & postnatal; 

TB control. 


In-patient Department 


& Day Care for severely 
malnourished children. 
60 beds available. Stay 
facilities for mothers 


provided; laboratory 
facilities. 


with curative; 
immunisation; family 
planning; referral; 
ante & postnatal; 
laboratory facili- 
ties; TB control. 


Feeding Centre for 
severely malnourished 
children, referred 
from general and slum 
MCH clinics. 
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to assist govern- 
ment ; clinics & 
satellite clinics; 
curative; immuni- 
sation; family 
planning; referral; 
ante & postnatal; 
laboratory facili- 
ties; TB control; 
TBA training. 


Nutritional 
Rehabilitation of 
at risk children 
by frequent home 
visits, and inten- 
sive nutritional 
education to 


parents. Advice 
and assistance in 
kitchen gardening. 


Health Education 
as an integral part 


3, Health Education in 3 


3. Health Education 
the communities of 


particularly for 
parents and based on 
the causes, prevention 
and cure of malnouri- 
shment; includes 
demonstrations to 
parents of correct 
cooking practices and 
use of best affordable 
foods. 


the slums through a 
comprehensive network 
of locally recruited 
and based community- 
workers, each covering 


a defined area of about 


200 families. 


of its education, 
as well as health 
programme, through 
all mediums, 
including mass 
campaigns, drama, 
art and poetry. 


Goitre Control and 
prevention 


4. Slum based community 4. 
programme including 
integrated MCH clinics 


with community referral 


Training of all levels 
of health personnel in 
all aspects of nutrition 
and related subjects: 


> 


TBA training. 


funds: TBA training; 
Community worker and 
Volunteer training: 


Local slum communities. 


5. Research and informa- 5. Pre-primary and 5. Pre-primary, 
tion dissemination in primary education: primary and 
subjects of importance Creches. secondary school 
to the Unit and Bangla- education: Facili- 
desh: Publication of ties improvement; 
past research: Library. teacher training 
and secondment; 
help for poor 
students. 
6. Network of home 6. Income generation 6. Income generation 


visiting and follow- 
up weekly. 


including credit & 
savings scheme for 
poor women. 
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including credit 
& savings scheme 
& vegetable 
growing. 


? 


7. Community health 7. Water, sanitation 7. Water and sanita- 
programme with link to and environmental tion programme: 
Government Urban improvement , Treadle pump 
Dispensary for preven- irrigation. 
tion and early referral 
and treatment of all 
health problems, via 
volunteers and local 
Health Committees: 

Income generation for 
volunteers. 

8. Emergency relief. 8. Emergency relief 8. Emergency relief 

and rehabilitation. and rehabilitation. 


OBJECTIVES OF PROGRAMMES AND IMPLEMENTATION STRATEGY FOLLOWED : 
The objectives of these three projects of SCF are : 
1. Children’s Nutrition Unit 

Main Objectives : 


- To rehabilitate severely malnourished children through 
inpatient and day care services; 


-~  °Te rm an effective curative and preventive mother and 
child health service through its out-patient clinic; 


= To inform and motivate parents about correct child care 
and other practices including nutrition, ante-natal 
care and family planning, in discussion groups and by 


practical demonstration; 


= To offer and provide training on all aspects of PHC, 


particularly nutrition, to all grades of health 


thereby encouraging the adoption of 


personnel, 
ractices and policies 


effective and appropriate p 


elsewhere. 


jon at the grassroots level among 


— To prevent malnutrit 
and prevent 


children of selected vulnerable groups, 
basic health problems, working with an existing local 


government health facility; thereby creating a model 
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for replication by others. 


= To undertake relevant research, information, 
publication and investigation into nutritional related 
subjects and problems of importance to the Unit and to 


Bangladesh. 


Activities and Strategies Followed : 
Out-Patient Department (OPD) 


5 days a week children are screened and their nutritional 
status assessed by weight/height measurement (and weight/age 
for under 1 year olds), and for oedema. Severely 
malnourished children are admitted as in-patients or to Day — 
Care. All families are registered, and mothers are motivated 
to receive immunisation, family planning, ante-natal and TB 
services from the out-patient department. 


In-Patient Department : 


Severely malnourished children of 1 month to 10 years old 
are treated in the 60 bed in-patient department (if they 
have oedema irrespective,of WI/HT), for intensive care and 
rehabilitation. 


Nutrition Rehabilitation on a Day Care Basis : 


Severely malnourished children on the in-patient criteria 
are treated here, if beds are not available or when parents 
refuse admission as in-patients. 


Follow-up Services : 


In-patient follow-up clinics are held once a week (two days 
a week for TB cases), and there is a networking system of 


home visiting by CNU staff-and field workers of other 
organisations. 


Immunisation : 


— OPD and in-patients give immunisations in accordance 
ei —s Standard EPI schedule, and Tetanus Toxoid (TT) 
vaccinations are given to pregnant mothers, as part of | the 


1. 


integrated MCH services. 


Health Education : 


There is a continuous programme of health education 
organised by a trained Lady Health Visitor for all mothers, 
who receive instruction in eight basic topics. Practical 
cooking demonstrations are arranged to illustrate concepts 
of nutrition and prevention of malnutrition. : 


Family Planning : 


Family Planning motivation and advice is given by a trained 
Lady Health Visitor as part of the integrated MCH services. 


Community Health : 


Past experience indicated that many children’s health 
problems could have been successfully identified and 
prevented st a much early stage. Soy the Unit runs a basic, 
grassroots level community project. To encourage full and 
active participation, Local Health Committees are formed. and 
Volunteer Mothers selected and trained. Emphasis is on : 


= The best and fullest use of available preventive health 
services and resources (ie tubewells from DPH). 


- Early intervention and care by quick referral of sick 
children. 


- Links with, and use of, all available government health 


services. 
Training : 


The Unit offers training to a wide range of outsiders as 
well as its own staff. The emphasis for outsiders’ training 
is on the causes, recognition, prevention, management and 
cure of nutritional disorders of all kinds, and related 


aspects. The Unit regularly trains government and NGO 
ectured courses, seminars and 


health workers through stru 
formal visits and discussions. 


workshops, conferences and in 
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Research : . 


ceptable and never intrusive 
f the CNU’s work. A 
been produced. 


Relevant research, ethically ac 
to treatment, is an important part o 
publication of past research has recently 


Khulna project 
Main Objectives : 


To encourage and help residents of slums in Khulna city 
to improve their conditions and standards of living, 
and for mothers and children in particular to gain 
access to basic health and other services. 


- To provide Mother and Child health services, including - 

curative care, ante-natal, family planning, 
- immunisation and health education, for poor 
mothers and children. | 


wal t p j » ey i 
ie To rehabilitate severely malnourished children, usually 


“referred from the MCH clinic or Slum Programme, whilst 
providing useful information and practical instruction 
to their mothers on basic measures to prevent 
malnutrition. 


Activities and Strategies Followed : 
MCH Clinic : 


Integrated Services of the central clinic cover basic 
curative and preventive health care for under 5 year old 
children, and ante-natal and post-natal care and family 
planning for their mothers. Immmisation and a TB control 
programme are part of the activities. Nominal charges are 
made for registration and on each visit. 


Slum Commmity Programme: 


Tn each aes slum areas (to be expanded tu twelve) there is 
a MCH clinic, provided rent free by the residents. In each 


area are based about 3 SCF community workers, (who must live 


in that slum area). There is a network of unpaid community 


volunteers, most of them TBAs trained by SCF 
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This is part of an integrated slum-based community 
programme, which also covers education, credit, 


clean water 
and sanitation. 


| Slum residents’ problems and possible 
solutions are discussed in local committees, consisting of 
local residents’ representatives and NGO workers which meet 
every month. Small initiatives sometimes stem from these 
(ie hire of a sweeper to clean shared latrines). 


For illnesses which cannot be treated in the clinics, 
community referral funds, paid for by residents, meet 


transport and medical bills. Residents pay for registration 
at the clinic and on each visit. 


Family Planning : 


Family Planning services are part of the integrated MCH 
services. Motivation and counselling is given for all 
methods of contraception, but only depo-provera injections 
and oral pills are dispensed. Women interested in other 
methods are referred to another NGO. 


Feeding Centre : 


This is attached to the central MCH Clinic and provides 
supplementary feeding and medical treatment for severely 
malnourished children. Practical instruction is given to 
patients’ mothers and mothers visiting the MCH Clinic on the 
causes and prevention of malnutrition, as well as on basic 


health care. 


River Project 
Main Objectives : 


The River Project is a rural development project in an 
isolated, poor and high risk area. The main objectives of 


the project are: 


- To raise children’s health standards in the area 
through the encouragement of correct knowledge, 
attitudes, beliefs and practices, whilst supporting and 


supplementing government MCH curative and preventive 


services. 
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To further the development of the area and its families 
through the encouragement and take-up of pre-primary 
and primary education by poor children, by helping 
raise families’ standards of living and helping them 


secure their assets, livelihoods and access to 


available resources. 


Activities and Strategies followed _: 
Mother and Child Health: 


All six SCF clinics in the project area will soon close, now 
that there are three Government Health Centres. The project 
will continue to help the latter effectively provide basic 
curative and preventative health care to mothers and 
children, including post-natal and ante-natal care, family 
planning and immunisation. 


Treatment of TB patients and goitre immunisation is managed 
through set and satellite clinics (Government and SCF) 
covering each village every week. SCF also runs a 
laboratory, and provides ‘fill-in’ staff for the Government 
centres. Satellite clinics act as early referral points, 
mediums to emphasise preventive care and health education: 
Demand raising for immunisation and family planning services 
are an important part of the activities of the satellite 
clinics. 


The nutritional status of under 5 year old children is 
monitored by Village Development Workers (VDW) as well as in 
the clinics. Village Development Workers initially check 
mid upper arm circumferences. Any child of less than 12.5 
em MUAC is measured for weight and height. Intensive 
visiting and education of families in their own homes is 
undertaken if the child is found to be malnourished, 
particularly education of women in kitchen gardening. 


A group credit and savings scheme for women was started in 
1990. Village Development Workers make commmity surveys 


every 6 months to up-date baseline information and identify 
at-risk families. 


SCF i i 
7 provides assistance for government services, for 
instanc i i ini i : 

€ motivation and administration of immmisation and 
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family planning work: cold-chain and transport for satellite 
EPI activities, etc, 


Health Education : 


In addition to primary school teachers provided by SCF, 
other project staff regularly visit schools in the area to 
discuss with and inform students on health issues. Teachers 
and other staff receive orientation and information 
regularly. Mass campaigns and house-to-house visits are 
part of the activities. All project staff are encouraged to 
help spread good health practices and information by 
example, and in discussion. Child-to-child and child-to- 
parent health education is encouraged. 


Other Work : 
Education : 


There is an increasing demand for primary education in the 
area (as a result of a previous education progivamme of SCF). 
With this increasing demand, the main thrust of the 
education programme is to increase the capacity of 
government schools, by providing more classrooms and 
teachers. 


Economic : 


Activities aim to improve vulnerable families’ incomes and 
security of assets, especially women from the poorest 
families. There is a peer-group savings and loan scheme 
with groups meeting every week. 


This scheme will cover up to 2000 families eventually. The 
aim is to help poor women generate more income and raise and 
secure their families’ incomes and assets. 


CONCERN FOR WOMEN’S DEVELOPMENT : 


SCF particularly targets poor mothers with children under 5 years 


of age. MCH services are exclusively for these women and 


children. 
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Preference is given to girls whenever possible in education 


programmes. Savings and credit scheme membership is for poor 


women. 


In the three established projects, mothers get priority, after 


children, in all health-related activities. 


Over 80% of field staff are women 5 as are many managerial level 
staff. 


SCF emphasises addressing the preventative as well as_ the 
curative health needs of women through integrated MCH services, 
along with TBA training, TT inoculation, ante and post-natal 


care, etc. 


Some major general health related problems of women which have 
been identified are : 


- Discrimination in family food allocation and low access to 
medical services; 


- Little or reduced access to education; 


- Increased malnutrition of girls over 1 year old, compared 
to boys; 

~ Poor health and low physical strength caused by frequent 
pregnancies; 


Lack of access to and/or provision of family planning 
counselling and irregularity of contraceptives supply; 


Incorrect traditional birth practices still exposed by older 


women and lack of interest by male family members in  chang- 
ing/improving these; 


- Legal and social disadvantages. 


SCF (UK) concentrates on the prevention of health and other 
problems, particularly of children and women, through 
a information, knowledge dissemination, encouragement 

motivation and education in informal and formal way eete 
helps women gain access to vital resources such as clean 
water, TT and goitre inoculations, immunisation, family 
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planning services, trained TPAs etc, and helps them raise 
the level of their economic security through credit and 
savings programmes. 


Direct female beneficiaries of SCF (UK) programmes in 1989 
were estimated at : 


- River Project (50%) 35 , 000 
- Khulna Project . (50%) 8,000 
- MCH services of Khulna Project (75%) —- 16,000 
- CNU in-patient and day care (50%) 500 
- CNU out-patient (60%) 36 , 000 
- CNU commmity progranme (50%) 4,000 


MOTIVATION AND COMMUNICATION SYSTEMS : 


Commmity-based projects use comprehensive household registra- 
tion, up-dated every six months. Field level workers, who were 
often previous beneficiaries, all live locally. These commmity 
workers visit each family at least once a month. Through the MCH 
and satellite clinics operates a referral system run by village 
and community workers and paramedics. Each worker has a specific 
and limited number of households to cover. 


About 60% of beneficiaries of the CNU are referred by previous 
beneficiaries. The recently initiated commmity programme in- 
cludes follow-up and referral services, and fully involves moth- 
ers of previous patients as unpaid volunteers. This augments the 
effect of the network of CNU and other agencies’ staff who home 


visit. 
MAIN ACHIEVEMENTS OF THE ORGANIZATION: 


Some of the recent achievements are - 


Children Nutrition Unit (CNU) 


- Over 60,000 out-patient. and 1000 in-patients were seen 


in 1929. 


Ld . = ° — 
a Over 1000 trainees were catered-for in various subjects. 
- A publication of past research was produced. 
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Several structured courses were commenced. 
A new training complex was opened. 


Khulna Project : 


2nd and 3rd degree malnutrition among under 5 year old 
children was under 2% (about 67% during 1984). 


The infant mortality rate was reduced to 73/1000 from 
105/1000 in 1983. The Under Five Death Rate (UFDR) 
fell to 8/1000 from 23/1000. 


The contraceptive prevalence rate was over 40% by the 
start of 1990. 


81% of deliveries used ‘Dai packs’, and 82% of new 
mothers received two doses of TT. 


Full immunisation covered 91% of eligible children: 


River Project : 


Severe malnutrition among under 5 year old children was 
under 2%. 


Immunisation coverage was over 85% 
The infant mortality rate was 75/000 


The crude death rate fell to 9/000. 


COST-EFFECTTVENESS OF THE PROGRAMME : 


About taka 14 per month per family is all that it costs to 
provide integrated MCH services in the community programmes. 


MANPOWER DISTRIBUTION OF THE PROGRAMME : 


CNU 


KHULNA PROJECT RIVER PROJECT 
Medical Director 1 Project Manager 1 Project Manager 1 
Health Co-ordinator 1 Supervisors 6 Health Coordinator 1 
Doe 
——— 5 Paramedic 1 Clinic Supervisors 3 
Librarian 1 Auxiliaries 3 
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Paramedics 12 


J 
2 


Nursing Supervisor 1 Lab. Technician 1 Immunisation Team 4 
ite: apes 6 Community Workers 18 Lab. Assistant 1 
er Medical staff 7 Health Educators 2 
Junior Nurses 8 


Village D/Workers 34 


Female Welfare Clinic Assistants 6 


Visitors 3 
Training Assistant 1 
Community Supervisor 1 
Community Block 

Supervisors 3 


(These exclude unpaid volunteers) 
Training : 


Within the training programme for staff, regular workshops and. 
courses are organised in many subjects for all levels as well as 
for local school teachers, TBAs, and other co-operators. 
Inter-project visits (SCF and other Agencies), job swaps and 
practical experience (job training and on-the-job training) are 
some other main methods of training. 


Practical learning (by doing) is emphasised on all occasions. An 
annual training plan for SCF staff is maintained, with provision to 
attend various short courses (of SCF and others) in Bangladesh, the 


Region and sometimes on scholarships. 
EVALUATION AND MONITORING OF THE PROGRAMME: : 


Monitoring and evaluation is continuous, by regular reporting and 
information collection. There are regular community surveys 
every half year. Progress is also otherwise measured through 
occasional surveys (ie KABP for health education) fully involving 
beneficiaries in planing, effecting and feedback of the work, and 
by informal feedback and discussion groups. 


Targets are included to measure progress and success, but more 

emphasis is placed on quality rather than quentity ie change for 

the better in attitudes, opportunities and processes, so that 
improved. 


the means to benefit future disadvantaged children are 


ri 


DOCUMENTATION SYSTEM : 


socio-economic and health information 


Comprehensive demographic, 
ps thly surveys and from regu- 


is collected, and up-dated by six mon nee 
This enables close monitoring of target indica- 


lar home visits. . 
helps targeting of work to benefit 


tors but, more importantly, 
the poorest and most disadvantaged under continual assessment. 


Comprehensive management systems are in place for all finance and 
administrative matters. 


PROBLEMS FACED : 


- Past irregularity of contraceptive supplies and other drugs 


from government. 


- Unreliability of grassroots government health workers, or . 


none in place. 

- Staff losses due to excessive salaries offered by some other 
organisations. 5 

- Past bureaucratic arrangements for registration, and project 
and funds approval. Fees for the same. 


LESSONS LEARNED : | 


Success :! 


© > 


Successful immunisation and family planning can achieved through 
properly integrated MCH/PHC services, rather than as separate 
vertical campaigns, and probably have a better chance of 


sustainability. 


Failure : 


Past emphasis on welfare and service provision did not help prevent 
health problems, and often exacerbated them, through needless 


‘encouragement of beneficiary dependence and high expectations. 


Needless sophistication encouraged irrational expectations among 


people, and led to an over-reliance on programme work. 


FUTURE OF THE PROGRAMME : ; 


The CNU will remain an open-ended project. Other projects’ 


futures will be reviewed regularly, but will probably be finite 
in the medium term. 


SCF funding will continue, although the possibility exists for 
the Khulna Project to be financed by beneficiaries. 


Working with, and helping preferably small and dynamic national 
NGOs grow and establish new and exciting integrated and 
grassroots work, with an emphasis on beneficiary involvement, 
participation and permanent benefit is a policy for the future. 
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5 NGOs IN HEALTH 
A Summary of Past, Present & Future 


To know more about these five organizations contact : 


Mr. Shafiqual Haque Chowdhury 

Chief Executive 

Association for Social Advancement (ASA) 
5/12, Block-B, Humayun Road 
Mohammadpur, Dhaka-1207 

Tel: 32 47 31, 31 63 75 


Mrs. Sandra M. Kabir 

Executive Director 

Bangladesh Women's Health Coalition 
House No. 46 A, Road No. 6A 
Dhanmondi R/A 

Dhaka-1209 

Tel: 32 65 70, 81 11 34. 


Mr. Susanta Adhikari 

Director, 

Christian Commission for Development 
in Bangladesh (CCDB) 

26/A, Senpara Parbatta 

Section-10, Mirpur, Dhaka 

Tel: 38 17 06 - 8 


Dr. Sten Friberg 

Field Director 

Radda Barnen 

House 55, Road No. 5 
Dhanmondi R/A 
Dhaka. 

Tel: 86 52 31 


Mr. John H. Morris 

Director 

Seve the Children Fund (UK) 
House 56, Road No. 16 
Dhanmondi, R/A, Dhaka. 
Tel: 31 13 07. 


